Although bladder drainage is effective for monitoring urine amylase levels to detect graft rejection, enteric drainage is performed more frequently. The optimal method for monitoring pancreatic enzyme secretions remains unclear. We investigated graft survival in recipients of bladder drainage and assessed the risk of graft rejection and failure after enteric conversion.
Background
Since pancreas transplantation (PT) was introduced in 1966, it has been regarded as a definitive treatment for diabetes mellitus (DM) and has been performed worldwide [1] [2] [3] . Various surgical techniques for graft implantation have been reported, and one of the most controversial issues has been the management of exocrine pancreatic secretions [1] . According to the International Pancreas Transplant Registry, bladder drainage is a commonly used method for exocrine drainage [2, 3] . It has several advantages [2] [3] [4] , such as safety and enabling monitoring of urine amylase level to detect graft rejection [4, 5] . However, bladder drainage (BD) can be associated with reflux pancreatitis, metabolic acidosis, and urologic complications such as recurrent urinary tract infection, hematuria, and urethritis [4] [5] [6] . Because of these drawbacks, physiologic enteric drainage has been performed in 90% of cases in the United States from 2010 to 2014 [2] . However, whether enteric or bladder drainage results in better graft survival remains unclear and the optimal method for managing pancreatic exocrine secretions remains controversial.
At our institution, BD has been performed for recipients who undergo pancreas transplant alone (PTA), pancreas after kidney transplant (PAK), and simultaneous cadaveric pancreas and living donor kidney transplant (SPLK). According to the severity of complications that lead to readmission caused by recurrent urological and metabolic complications, enteric conversion (EC) may be performed. We monitor and prevent graft rejection through delayed EC after PT using bladder drainage.
We have experienced some cases of pancreas graft rejection or failure after EC within a short period. Therefore, we investigated pancreas graft rejection and survival of recipients with bladder drainage who underwent EC compared with those who did not.
Material and Methods

Study population
From January 1999 to October 2015, we performed 318 PTs at our institution. Of these cases, 138 underwent enteric drainage, while 180 underwent BD. We enrolled the 180 recipients who underwent PT with bladder drainage (BD) in the present study. Of these, 97 received PTA, 10 received simultaneous pancreas-kidney transplant (SPK) from a deceased donor, 35 received SPLK, and 38 received PAK. The recipients with bladder drainage were divided into 2 groups according to whether they underwent EC or not: the EC group (n=82) and the maintain BD group (n=98) (Figure 1 ).
The study was approved by our Institutional Review Board (S2015-1965-0002). The need for informed consent was waived because this was a retrospective study. The study was conducted in accordance with the 2008 Declaration of Helsinki.
Surgical procedure
The pancreas graft was placed on the right side of the pelvis with an arterial anastomosis to the iliac artery and venous anastomosis to the iliac vein. The pancreas graft duodenum was then anastomosed to the urinary bladder using two-layer side-to-side hand-sewn sutures. We selectively performed EC in recipients who had recurrent urological and metabolic complications such as urinary tract infection, hematuria, reflux graft pancreatitis, and metabolic acidosis. During EC, the duodenocystostomy was isolated and divided. Subsequently, the cystostomy was closed in 2 layers, and side-to-side duodenoenterostomy was created between the graft duodenum and jejunum, followed by distal side-to-side jejunojejunostomy using a hand-sewn two-layer approach. Roux-en-Y reconstruction was performed in recipients with significant intestinal adhesions or a shortened and thickened mesentery.
Data analysis
The clinical characteristics of the patients, such as the demographics, duration and history of DM, amount of insulin, and complications of DM, were analyzed. The following data were collected for each patient with regard to the date of EC: indication of EC, time interval between PT and EC, presence of graft rejection before and after EC, and incidence of graft loss. Rejection was diagnosed clinically or by biopsy. Delayed graft function was defined as total cumulative insulin requirement of 19UI or greater within postoperative 7 days based on our previous report [7] . Graft loss was defined as removal of the graft or re-initiation of exogenous insulin therapy. We compared the difference in graft survival between the EC and control groups and analyzed the risk factors for graft failure after EC.
Statistical analysis
The categorical variables were analyzed with absolute and relative frequencies using the c 2 test. Quantitative variables were analyzed using mean and standard deviations, and differences between the means were analyzed using Student's t test. Graft survival was calculated using the Kaplan-Meier estimator and log-rank tests, and risk factors for graft failure were analyzed using the Cox proportional hazards regression model. Statistical calculations were performed using SPSS version 21.0 statistical software (SPSS, Chicago, IL), and p<0.05 was considered statistically significant.
Results
Characteristics and pancreas graft survival of recipients with bladder drainage
Among 180 recipients who underwent PT with bladder drainage, 82 (45.6%) underwent EC. Table 1 shows the demographic and clinical characteristics of recipients with or without enteric drainage. The age of DM onset was younger and there were more female recipients in the EC group. The patients in the EC group had significantly more DM retinopathy. The others were not significantly different.
During the follow-up period, reflux pancreatitis (p=0.024), metabolic acidosis (p=0.000), hematuria (p=0.001), and urinary tract infection (p=0.003) were significantly more frequent in the EC group ( Table 2) . Failure of the native kidney in PTA recipients or failure of the graft kidney and pancreas in SPK, PAK, and SPLK recipients was more frequent in the EC group, but the differences were not significant ( Table 2 ).
The mean interval between PT and EC was 20±24(range 2-124, median 11.5) months. Indications for EC were recurrent urinary tract infection (n=27, 32.9%), metabolic acidosis (n=27, 32.9%), reflux pancreatitis (n=16, 19.5%), hematuria (n=11, 13.4%), and leakage of pancreatic enzyme (n=1, 1.2%).
The pancreas graft survival rate was significantly higher in the EC group for 10 years after PT than in the maintain EC group. However, after 10 years, the graft survival rate became higher in the maintain EC group (Figure 2 ). To evaluate the difference of pancreas graft survival according to their transplant type, we subdivided the patients into 4 groups (SPK, PAK, PTA, and SPLK). In SPK, PAK, and SPLK groups, there were no significant differences in graft survival between the enteric conversion group and the maintain EC group (p=0.251, 0.690, and 0.750, respectively). However, we found that the pancreas graft survival in the enteric conversion group was significantly higher than in the maintain EC group (p=0.002) (Figure 3 ). In the PTA group, the risk of pancreas graft failure was significantly lower in the enteric conversion group (HR=0.254, 95% confidence interval 0. and a history of previous pancreas graft rejection (HR=17.499, p=0.026) showed clinical significance.
Pancreas graft failure after EC
After EC, 14 recipients (17.1%) experienced pancreas graft function loss. The interval between EC and graft failure was 43± 26 (range 0-93, median 42.5) months. We compared the clinical characteristics of recipients according to the incidence of graft failure. There were no significant differences in demographics (Table 3) . Before EC, metabolic acidosis and immediate postoperative bleeding that required re-exploration or drainage were more common in the pancreas graft failure group ( Table 2 ). The overall rate of renal function failure was significantly higher in the graft failure group, and native kidney failure was more common in the graft failure group (Table 4) . With regard to pancreas graft function, delayed graft function and graft rejection of the pancreas before and after EC were higher in the pancreas graft failure group than in the maintain EC group (Table 4) . (Table 5) .
Discussion
Enteric drainage is obviously more beneficial physiologically for managing exocrine secretions after a pancreas graft [1] [2] [3] [4] . However, bladder drainage remains an important alternative because of its significant advantages in monitoring urinary amylase as a rejection marker for the pancreas [4] . The rejection of pancreas grafts occurs frequently and is often irreversible when hyperglycemia occurs; hence, bladder drainage is preferred over enteric drainage, particularly with solitary PTs. However, bladder drainage leads to several urologic and metabolic complications, such as urinary tract infection, which can affect graft survival [4] . Graft survival of the pancreas according to the type of exocrine drainage employed remains a controversial issue [8] [9] [10] [11] . Grussner and Sutherland [9] showed that graft survival after 1 year was slightly lower in the group that received EC than in the group that received bladder drainage (72% vs. 79%) but this difference was not significant. However, the 1-year graft rejection rate was significantly higher in the group that received EC than in the group that received bladder drainage (14.6% vs. 5.4%). These results demonstrate that low urine amylase can be detected with bladder drainage, and treatment can be initiated at an earlier stage. Cory et al. [10] reported that recipients who underwent enteric drainage had a lower graft survival rate than those who underwent bladder drainage (77% vs. 88% at 6 months; 69% vs. 77% at 1 year), but this difference was not significant at follow-up. However, some studies showed excellent long-term outcomes for bladder (5) 84.4% (9) 80.4% (10) 63.5% (13) 82.9% (16) drainage in addition to a lower incidence of thrombosis, early technical complications, and graft loss due to monitoring for early graft rejection and subsequent treatment [12] . At our center, the group that received enteric drainage showed significantly higher graft survival than the one that received bladder drainage ( Figure 4A ). Therefore, we subdivided the bladder drainage group into an EC group and a control group and compared the graft survival in all 3 groups ( Figure 4B ). In the EC group, there was no significant difference in graft survival between the individuals who underwent enteric drainage and those who underwent bladder drainage. However, the risk of graft failure was significantly higher in the latter group (HR=3.369, p=0.000). When we compared the effect of graft failure risk of EC according to their transplant type, EC significantly lowered pancreas graft failure risk in PTA recipients (HR=0.254, p=0.003). Based on these results, we confirm that EC significantly reduced the risk of pancreas graft failure, especially in PTA. 
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The reported conversion rate from bladder drainage to enteric drainage ranges from 10% to 40% [4] [5] [6] . At our center, 45.6% of recipients received EC approximately 20 months after PT and 15.9% (n=13) experienced graft rejection before EC within 253.73±33.94 (13-1125, median 101) days. After EC, there were no surgical complications such as leakage, bleeding, and re-exploration, but postoperative ileus developed in 9 recipients, recovering with conservative treatment. Many studies have reported that EC following PT does not lead to severe complications [3, 5, 6, 11] . Our data also show that graft rejection treated adequately before EC did not increase the risk of graft failure in univariate and multivariate analyses (Table 5) . A history of immediate postoperative thromboembolectomy, delayed graft function, renal failure, and pancreas graft rejection after EC were risk factors for pancreas graft failure after EC (Table 5) .
Some centers perform bladder drainage as a primary procedure, particularly following solitary PT, with EC performed after several months [4, 6, 11] . This two-step approach is considered to improve graft outcomes because graft rejection is monitored using urine amylase in the early stages and enteric drainagerelated problems can be avoided [6, 11] . Long-term graft survival using this two-step approach is comparable to that in primary enteric drainage recipients. However, the approach can lead to unnecessary surgery and increases the cost and surgical complications in some recipients [11] . At our institution, the annual number of PTs (³30 cases since 2012) has been steadily increasing, and approximately half are cases of PTA, with bladder drainage used to monitor the urine amylase level. Therefore, we tried to improve graft survival by monitoring urine amylase in early periods and perform the enteric conversion after about 9-12 months after PT if the recipient experienced the complications recurrently. This procedure has been maintained continuously at our center. In this study, our results show the benefit of enteric conversion after bladder drainage.
Our study has some limitations. It was a retrospective and single-center study with relatively few cases. However, our institute prefers bladder drainage after solitary PTs such as PTA, PAK, and SPLK. Therefore, we aimed to analyze which patients are best suited for EC.
Conclusions
Our data show that EC approximately 9 months after PT with bladder drainage is a safe and effective method for improving short-and long-term graft survival, especially in PTA. However, the use of EC is accompanied by loss of the monitoring marker for graft rejection. Therefore, before deciding on EC, caution should be exercised for recipients with a history of immediate postoperative thromboembolectomy, delayed graft function, and renal failure. After EC, close monitoring for graft function is necessary for recipients with suspected graft rejection.
